multivariable linear regression being seen at an academic institution was associated with more frequent discussion of fertility risk (48.0% vs 40.4%, p [ 0.04) and more frequent discussion of fertility preservation options (34.0% vs 25.5%, p [ 0.004) when compared with private practices. States in which laws mandate coverage of fertility preservation were associated with significantly higher rates of discussion (48.6% vs 39.6%, p [ 0.0003) and more frequent discussion of fertility preservation (32.9% vs 25.1%, p [ 0.0003). There has been no increase in either discussion of risk or fertility preservation from 2015 to 2018. State and region were not significantly associated with differences in discussions.
INTRODUCTION AND OBJECTIVES: Fertility clinics, with primarily (or solely) reproductive gynecologic physicians on staff are often a couples primary source for fertility guidance. It is not uncommon for a single reproductive urologist to work with several fertility clinics. For men who have had a vasectomy, and desire paternity afterwards, one option is sperm retrieval with in vitro fertilization. Surgical sperm retrieval has traditionally been performed by reproductive urologists. However, a growing number of reproductive gynecologists are performing these procedures. We sought to identify provider sperm retrieval practice patterns at American infertility clinics.
METHODS: Private practice fertility clinics were phoned and queried regarding their sperm retrieval practice patterns. Clinics in all states were contacted, and in states with multiple large cities, we surveyed several clinics in different cities. We queried about what type of physician performed sperm retrievals, anesthesia, and cost.
RESULTS: 218 centers were contacted with a minimum of 2 per state. 194 (89%) responded to our questions. None of the clinics had a urologist on staff. 19 clinics (9.8%) reported that sperm retrieval was performed by their gynecologists (and not a urologist). Of the clinics whose gynecologists perform sperm retrievals, 10 (52.6%) routinely used IV anesthesia, 2 (10.5%) used either local or IV anesthesia, 6 (31.6%) did not know the answer to that question and 1 (5.3%) used only local. 24 clinics (12.3%) reported that sperm retrievals were performed in their clinic by a urologist they partnered with. 38 clinics (19.6%) said that although not performed in their clinic, they have preferred local urologists they partner with that do the procedure. The cities/states that reported to have gynecologists perform sperm retrievals were: Northport, AL; Pasadena, CA; Parker, CO; Newark, DE; Miami & Pensacola, FL; Lexington, KY; Lafayette, LA; Henderson, NV; Albuquerque, NM; Charlotte & Winston Salem, NC; Sylvania, OH; Tulsa, OK; Portland & Eugene, OR; Greenville, SC; Beaumont, TX, and Kirkland, WA. The cost for gynecologist performed sperm retrieval ranged from $1,000.00-10,000.00.
CONCLUSIONS: Sperm retrievals were performed by gynecologists in 9.8% of private fertility clinics. These are providers for whom male anatomy is not part of their training. The majority of these gynecologist performed sperm retrievals are performed under IV sedation. The reasons for this practice may be driven by finances or patient convenience. It is important that we understand this practice so we can provide patients with the best care possible. METHODS: A survey was emailed to 4,000 AUA members. This was nearly identical to the 2010 survey regarding EMT for male infertility. Overall data was analyzed. Subgroup analysis using univariate analysis between means using Fishers exact test was used to compare male infertility fellowship-trained urologists (RU) to general urologists (non-RU) (p<0.05 [ significant).
RESULTS: 191 urologists responded (4.7%). Excluding trainees, 164 (85.9%) responses were analyzed. 135 (82.3%) were non-RU and 29 (17.7%) were RU.
Many results are in Table 1 . For both groups, female partner age was the "most important" factor to identify an EMT candidate. Baseline sperm density was the "least important", and >50% did not identify a minimum sperm density for EMT. Most urologists said 3-6 months was the optimal EMT duration, 65% of RU, 55% of non-RU.
65.9% treated male infertility with a combination of EMT and surgery. RU were more likely to use this combination vs non-RU (93.1% vs 60.4%, p[0.0004). The most common medications used by RU were clomiphene (100%), anastrozole (85.7%), and hCG/LH (82.1%). Non-RU used these less frequently; clomiphene (83.7%), anastrozole (29.3%), hCG/LH (9.7%). 24.4% of urologists reported that they would use T to treat male infertility, 14.4% (n[4) of RU, 24.4% (n[30) of non-RU, p[0.3217).
CONCLUSIONS: 65.9% of urologists would treat male infertility with EMT and surgery. The most common EMTs were clomiphene, anastrozole, and hCG/LH. RU were more likely to use EMT than non-RU. Most urologists believed that EMT increases sperm counts and pregnancy rates, despite lack of evidence. Of concern, 24.4% of urologists said that they would use T to treat male infertility, a medication with known contraceptive potential; This is unchanged from the 2010 survey. These findings confirm the need for guidelines for the use of EMT in the setting of male infertility, or that these patients should be treated by RUs.
